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PREFACE

Nineteen Eighty Six brouqht many challenges to the Health Sciences Division.
The effects of the 1O-ek Manaqeiier,t Seiiinar and Program Policy Reviews VII
and VIII preoccupied managanent and staff. "Connectedness" and interdivisional
coil aboration , decentralj zation, "thenes" and "thrusts" becane important
elanents in the Centre's operations and planning. The Division was
assimilating a new director (with new ideas) and making its first attanpt at
strategic planning. Md it had to cope with its first IDDR.

The Division decided to consider these challenges as an opportunity to take a
fresh look at many issues, together. The staff undertook the planning process
and participated in the Divisional review with skill, enthusjagi, and almost
unlimited patience, while continuing to carry out their normal activities. I
thank all of then most sincerely for their efforts. Special thanks are due to
Jim chauvin, the chairman of the Strategic Planning G-oup and Robert Hertzoq
who not only contributed to tt.e work but also kept everybody and everything on
track. After 18 months of analysis and debate, the Division aareed upon the
concept and plan presented in this docunent.

We believe the holistic, conimtiiity based approach to health using a variety of
disciplines to help conTnunities improve their health and well-being to be
tmique. The successful impienentation of this approach is the challenge for
the Division over the next five years.



E)(CIJFIVE SLIIMARY

The Health Sciences Division Statement, Parts I and II, and the appended
position papers, docunent the strategic directions the division intends to
pursue over the period encompassed by the In-Depth Divisional review, i.e. from
1987/88 to 1991/92. This set of plans is the result of a strategic planning
process initiated in September 1985. Although this process proved to be long,
and somewhat arduous, the end result is a docu'nent that should guide divisional
staff in laying the fraiiewrk for activities to be undertaken by HSD during the
next four to five years.

Part I of the HSD Division Statement presents the backqround information,
asses9Tlents and analyses that were used in developing the strategic plan. A

brief review of IDRC 's mandate, mission and objectives, Centre themes and the
mission and objectives of HSD is presented at the beginning of Part I to
clearly identify the premises underlying the HSD strategic plan. A short
descri ption of the division's five prograiis as they exi sted until September
1987 is given to provide the reader with a sense of the strategies, approaches
and prograns from which the strategic plan evolved.

The Health Sciences Division's Strategic Planning Committee initially opted
to use a tradition al type of "demand and suppl y" analysis to identify gaps and
opportunities in health research towards which the HSD strategic plan could be
directed. A description of this crude analysis and the results of sane are
presented in Part 1, Section III of the Division Statement. Two important
conclusions arise from this analysis:

- health research activities tend to be discipline-bound and focus on a few
of the target population's synptoms of ill health. Few prograns or
projects follow a hol istic approach and fer exanine causal factors that
are not biomedical;

( i)
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- behavioural health conditions and those related to sOcial and economic
circunstances are of increasing concern in developing countries.

Having identified opportunities in health research, the next step in the
strategic planning process was to attempt t mjnebow..he HSD prograiis

addressed these oortunities. To this end, a largely quantitative assessient
of HSD support for health research in developing countries is incluled in
Section IV of Part I. While it is difficult to relate the results of the
analyses undertaken in this section directly to the opportunities identified,
It is apparent that certain gaps and inconsistencies exist. One of the

objectives of the strategic plan is to address these areas.

In the last section of Part I (i.e. Section V) several issues having a
bearing on the HSD strategic plan, but not otherwise discussed in the
preceeding secions,àie raised. The Centre's expiTélT iated goal of being

)responsive to priority concerns in developing countries, as identified by those
countries, is mentioned as beinq one of the tenets trateic plan to be
devel oped. Related to thi s is the requirement that research supported by the- 1i
division be oflrelevance to the Centre's beneficiaries. Another guiding

principle in developing
countries to permit relevant health research that addresses priority needs to
be carried out. &ie final issue noted,49d perhaps the most important one, is
the need for research projects to el ici1he active involvement of cormiunity
members, recognizing that this involvement can take many possible forms, from
comunitymenbers being consulted in the planning and execution of a project,
to communities generating and undertaking projects themselves.

The forward-looking portion of the Division Statement, in essence the
Division's strategic plan, is presented in Part II. The strategic plan is
based on a decision taken by the division to focus its research progran on the
conrwnity(where a community is defined as any identifiable geographic, social,
cultural or political grouping of Individuals with connion Interests and
goals). The Division aims to create an enviromient within which the community,
researchers and those responsible for the provision of health services work
together to establish effective, sustainable systems of community health.



In defining its strategic p1 an, HSD decided to use a holistic model of
health to determine areas of rel ative enphases for support for health
research. This holistic model depicts the interrelationship between the
primary factors that interact to determine the health of communities, nanely
the envirorilient, behaviour, health systens and heredity. The first three of
these form the basis for the 3 main prograiis established by HSD, Health and the
Environment, Health and the Conriunity (initially called Health and Hunan
Circuiistances and behaviour) and Health Systems. The fourth area, which uld
involve research on genetic and inherited health factors, was assigned very low
priority for a variety of reasons, e.g. larce capital Investment required, lack
of an IDRC comparative advantage, etc. and therefore will not be pursued.

The Health and the Environment progran is concerned with all factors
present in the hunan environment that may affect health. It concentrates on
the "harder" science aspects of health research. It will support research
relating to the following theiies: Water and Water Use (accessibility to
potable water suppl ies and water quality), the Living Environment and the
Working Environment.

5') The Health and the Community progran will identify and develop
action-oriented, coninunity-based research initiatives. Priority will be given
to projects that exanine how economic and social conditions and huiian behaviour
affect health. The progran will concentrate on a 1 nited nunber of thenes in
the next few years, nanely the Introduction and use of Technologies, Behaviour
and Trangnission of Camiunicable Diseases, thodoloqles to Promote
Participatory Research, Women and Children in Health Promotion, Health
Education and Strategies to Iliiprove the Nutrition of Women and Children.

The Health Systems prograii links the community and its health needs to the
health care systeiis and services that are available and that it requires. The
progran will also address the relationship beten the different levels in the
health care systen and will focus on approaches to strengthening primary health
care. tThile the range of activities that the prograii could support is broad,
there are four major thenes within which activities to b2 supported will fall
These are the Managenent anddeliveryof Health Services, Health Services

aPlanning,C7Health Policy and the Strengthening of the Malytic Research Capacity
of Indigenous Institutions.



The three progran areas overlap, forming a continuixn that flows from
research on health as perceived by comminity members to research on global
health problems as perceived by national, regional or international experts.
This overlap is designed to promote intra-divisional collaboration, but at the
sane tine the structure should facilitate taking arnultisectoral
(inter-divisional) approach to health problems.

There are many other issues of relevance, such as the HSD approach to

strengthening indigenous research capacity and HSD regional strategies, that
are not mentioned in this stnnary. For more information on these subjects the
reader is encouraged to consult the Division Statement and the appended
position papers. With the introduction of a formal strategic planning process
in the division, it is expected that this plan will become_a "rolling,ne,
updated every tw years, which will continue to serve as the key divisional
docunent from which all HSD activities are derived.
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INTRODUCTION

"In the view of the Centre, development is a process for the benefit of
people and should be consistent with human dignity, which is best fostered in
conditions of adequate nutrition, sound health, independence of spirit, pride
in indigenous culture and respect for human rights" (IDRC Board of Governors;
tlhi, March 1986, B.G. 34/16).

The Health Sciences Division (HSD) is an integral part of the Centre's
efforts to contribute to development through research and research supporting
activities and to assist developing countries to build and maintain indigenous
research and research supporting capacity. IDRC recognized well before most
other agencies and institutions that health is a fundamental and essential
element of development. Its Board of vernors therefore encouraged the
Division to expand the scope and magnitude of its programs.

Since IDRC's inception, HSD has pursued a number of different program
directions shaped by conditions both within and outside of the Centre. In the
early 1980s the Board again urged the HSD to expand its programs. As a result,
the existing areas of activity were formally organized into five Program
Sectors reflecting internationally recognized priorities: Maternal and Child
Health; Occupational Health and Envirormental Toxicology; Health Services;
Tropical and Infectious Diseases, complementing the tJNDP/Ibrld Bank/WHO Special
Progrrwe for Research and Training in Tropical Diseases; and Water Supply and
Sanitation, complementing the efforts of the International Drinking Water
Supply and Sanitation Decade 1981-1990. IDRC's unique relationship with
developing country researchers and institutions enabled the Division to further
refine and modify its programs to reflect the priority health needs of the poor
people of the developing world.

In response to the Board of Governor's resolution in the seventh Policy and
Program Review (PPR VII), the Health Sciences Division embarked upon a review
of its programs, organization, operation and plans in May 1986. Carried out by
the Division's staff with the assistance of consultants, this review was

intended to assess the Division's activities and plans in respect to both its
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mission and objectives within IDRC, as ll as its comparative advantages and

constraints in working with developing countries. The exercise was also

intended to provide a fra'nerk for the development and evaluation of

divisional prograils, identify internal and external opportunities and

constraints, and recommend policies and strategies enabling the Division to
achieve its objectives. In other words, the Division had decided to prepare

its first Strategic Plan. This plan was to guide the evolution of the HSD
prograis over the next four to five years. Ni In-Depth Divisional Review

(IDOR) began in March 1987. This strategic planning docuiient serves as the
divisional statement for this review.

This docunent's structure follows an analytical franeDrk. The first
section de1 the Centre's mandtTthe changes iirpol icy and progran

directions considered, and how these may affect the focus of Centre prograns
and the process of progran development. This is followed by a historical
overview of the Health Sciences Division's evolution, with particular emphasis

on prograii orientation, the Division's structure, the process used to assess

the appropriateness of proposals for funding consideration, and available

resources.

The docuTlent then presents a simple analysis of health research priorities
and needs in less-developed countries (LDCs), as well as the focus, nature and

scale of resources invested in this field. This section also assesses the

Division's progran In terms of its policies, content and orientation,
geographic distribution, and the type and ntsTlber of research groups supported.

These elements are related to the global assessTient.

Based on the analysis of available data, the docunent then sets the
franework of a strategic plan for the Health Sciences Division and outlines the

scope and magnitude of progran directions planned between fiscal sears

1988-1989 and 1992-1993.



Page 3

The Health Sciences Division is one of four program divisions* within

the International Development Research Centre (IDRC) of Canada.

Established in 1970 by an Act of Parliament, IDRC's mandate is

I. IDRC OVERVIEW

A. IDRC's mandate, mission, objectives

"to initiate, encourage, support and conduct research into the problems

of the developing regions of the world and into the means for applying

and adapting scientific, technical and other knowledge to the economic

and social advancement of those regions, and, in carrying out those

objects

to enlist the talents of natural and social scientists and

technologists of Canada and other countries;

to assist the 4eveloping regions to build up the research capabilities,

the innowitive skills and the institutions required to solve their

problems;

to encourage generally the coordination of international development

research; and

to foster cooperation in research on development problems between the

developed and developing regions for their mutual benefit.**

The Centre has contributed to development through research and

research-supporting activities, using a project mode of operation.

It considers that research is a means to an end. Building research

capacity, producing new knowledge, and creating linkages among researchers

are perceived as essential components of its strategy. The projects it

The other three program divisions are: Agriculture, Food and Nutrition

Sciences; Social Sciences; and Information Sciences.
** Para. 4, IDRC Act
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supports must contribute to improving the lfare and standard of living of
the poor and disadvantaged who are the ultimate beneficiaires of the

research. As stated in the Program and Policy Rev jew VII (PPR VII),
"relative ephasis should be given to research, research-supporting and

experimental development activities that have direct relevance to basic
huian needs" (p. 29).

All projects submitted for Centre funding are examined in light of the
following criteria:
- the significance of the problens addressed;

the impact on development in ternis of growth, equity, and

participation;
- the research potential;
- the Centre's comparative advantage.

B. Reassessment of Centre strategy

In 1986, the Centre enbarked on a review of its strategies, structure
and processes. This was dictated by the need to assess its overall focus
and progrwns, in order to ensure that they reflected the world's changing
physical, social and econa'nic enviromients and that Centre resources were

adequate and contributed effectively and efficiently to development. As

part of the process, a ten-week Policy and Managenent Seninar for Centre
Manageiient took place from April to kine 1986. This exercise was intended

to develop a framework for the Centre's strategic plan. During the

seminar, Centre Officers agreed that "If people are to benefit from IDRC's
work, the Centre must endeavour constantly to ensure that the activities it
supports reflect in one form or another the essential long-term goals of
development as viewed from the perspective of the beneficiaries:
sustainable growth, equity, and participation"* (Report on the Policy and
Managenent Seninar, p. 1). IDRC's ultimate objective must be that of the
developing countries themselves: the creation of an indigenous capability

* Please refer to page 4, PPR VIII 1987 for definitions of these development
criteria.
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to utilize science and technology for the benefit of their own societies;
and, to identify and solve problens in a manner respecting individual hunan
dignity.

The Centre's comparative advantages are described in PPR VII. The

Centre's tradition of responsiveness to requests is one of its
distinguishing features. The Centre's scientific credibility is one of its
primary assets. At the same time, the Centre maintains a degree of
political objectivity and promotes a relationship akin to true partnership
between its program staff and developing-country researchers. Compared to

most other donors, IDRC's operations are guided by developiient rather than
political considerations; it offers untied assistance; recruits
internationally; experiments and innovates; and provides small amounts of
funding where immediately needed, a facility ironically bend the scope of
better endowed agencies (PPR VII, p. 21).

The Board and Centre staff noted, however, a shortcoming in the
Centre's operational process: the apparent lack of coordination between
the Centre's program divisions. The divisions ,ave tended to pursue their
own interests, and have established programs specific to particular
disciplines with minimal linkages with those of other divisions. While

recognizing that divisional autonomy has its advantages, the Board and the
staff agreed that the Centre should follow a more coherent approach. As

stated in PPR VII:

"Although IDRC's attention has always been largely devoted to
develo,nent problens, it has been directly [sic mainly through the
med jun of subject areas relevant to those probleiis, rather than
holistically on the problens thenselves. Supporting Third World

scientists in various subject areas through relatively small projects
and at the same time renaming sensitive to indigenous capabilities and
aspirations, has resulted in a diversity in the Centre's programming
that to a large degree merely mirrors the diversity in social, economic
and research conditions. This responsive mode has been widely
appreciated and generally effective. However, the separate actions of
individual divisions have resulted in a very wide scatter of
initiatives, with the concomitant risk of being insufficiently
"responsive" to those occasions when the coordinated application of
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several disciplines could be more effective. e way of stimulating a
more coherent approach and of taking account of regional variations
would be to introduce both the "geographic" and the "development

problem" criteria when defining a program. Researchable developnent

problems specific to the people of particular regions could be defined
and the various disciplines required to tackle them identified,
together with the relevant institutions within the region and outside
it with the capacity to do so". (PPR VII, pp. 25, 26.)

PPR VII recommended that a thematic approach be used to identify
program initiatives. Developi'ient "thrusts" would be identified in order
"to provide a coherent approach to the resolution of problems common to a
geographic region and/or a particular aspect of developnent" (PPR VII).
These thrusts would be ll-defined, focused activities carried out within
a given time frame. Themes would be used to define long-term fields of
interest for Centre programming.

To date five themes have been proposed and formally approved by the
Centre.* Two have direct implications for health: Physical well-being and

Food security. Centre-wide thrusts are currently being identified.

PPR VII also recognized the need for increased emphasis on the

implementation of research results. As stated in the Report of the Policy
and Management Seminar, "greater efforts should be made to ensure that,
where promising technologies or approaches result from Centre-supported
work, these be follod through the process of introduction and

implementation" (p. 5). This means that thought should be given and

resources provided to field-testing, Introducing, promoting and - where
appropriate and feasible -- popularizing an appropriate technology or

approach.

* Themes Working Group, Final Report, March 1987. The five themes are:
Skills enhancement; Physical well-being; Economic participation; Food

security; and Technological choice.
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It would appear, therefore, that the Centre guidelines for progran
development are changing. There is a shift in anphasis from a vertical
progran focus within each progran division to a modified matrix manageent
process. In addition to pursuing conventional approaches to programling,
divisional personnel will be expected to participate in interdivisional
teans that assist in developing proposals and ackiiinistering projects
dealing with Centre-defined themes/thrusts. The teams' operating
mechaniwis have still to be defined.

The IDRC Board and Manageent have advised that strategic plans should
be developed, refined and implenented in such a way as to exploit the
Centre's advantages discussed earlier. The Health Sciences Division has
developed its strategic plan within this franework. Recognizing that the
Centre is undertaking a critical self-evaluation that could modify its
operations and prograiiming, have endeavoured to ensure that the prograns
and policies chosen will be compatible with the Centres. This plan is
flexible enough to allow whatever changes are required.
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II. HEALTH SCIENCES DIVISION OVERVIEW

A. History of the Division

The HSD was originally known as the Population and Health Sciences

Division and it concentrated primarily on supporting research on methods of

fertility regulation, demography and population policy, and the delivery of

rural health care services.

The Rural Water Supply and Sanitation sector was created in 1973,

following an interagency (IDRC, World Bank, UNICEF, WHO) initiative to

identify research needs in the field of environmental health. This sector

emphasized the development and field-testing of sanitation technologies.

In 1974, HSD hired two program officers specialized in water supply

technologies, specifically PVC handpumps. Projects' research focus

shifted to cover the development and testing of innovative water supply and

sanitation (WSS) technologies.

In 1976, the Tropical Disease sector was established to support

research activities related to the recently-created UNDP/World Bank/WHO TDR

program. That same year, the demography and population policy program was

transferred from the Health Sciences to the Social Sciences Division.

In 1978, the divisional Director formally reorganized the Division into

four sectors: Fertility Regulation Methods; Rural Health Care Delivery;

Tropical Disease Research; and Rural Water Supply and Sanitation. This was

similar to structures adopted by other aid organizations. Research under

the rubric of Fertility Regulation Methods related primarily to the

development of contraceptive technologies. The Rural Health Care Delivery

sector concentrated on innovative means of delivering health services to

rural areas of the Third World. The Tropical Disease Research sector,

which later changed its title to Communicable and Non-Infectious Diseases,

focused on research into the epidemiology and control of sexually

transmitted diseases. At the same time, emphasis within the Rural Water

Supply and Sanitation sector shifted from the development of technologies

to the acceptance and correct utilization of technologies.
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The appointment of a new Director in 1983 brought further structural
and prograii modifications. Sane of these changes were cosmetic: the
titles of the Communicable and Non-Infectious Diseases, Rural Water Supply
and Sanitation, and Rural Health Care Delivery sectors were changed to
Tropical and Infectious Diseases; Water Supply and Sanitation; and Maternal
and Child Health sectors. Research related to Fertility Regulation was
de-anphasized and greater enphasis was placed on research on occupational
health and enviromental toxicology and on health services. The

orientation of activities within each sector was largely left to the
discretion of responsible Associate Directors.

From 1983-1985 there were no major changes to the HSD prograii and

sectoral prograns continued to evolve relatively independently. In 1986,
however, the Division's five sectors began to focus their prograns and
activities directly upon the health needs of the rural and pen-urban
poor. These prograns are described in the following section.

B. Status of the Health Sciences Division *(Septber 1987)

1. Mission and objectives

The Health Sciences Division's mission is to support research into all
aspects of the development of effective ccnmunity-based health systens that
will contribute to imroving the health and well-being of the rural and

pen-urban poor.

Specifically, Its objectives are:

(a) To identify health-related needs and priorities in coninunities and

develop appropriate health (care) systems to meet those needs (health
systeiis research).

* While the Division's organization renamed the sane from 1983 to mid 1985,
the mission, objectives and focus of its programs were refined to better
coincide with the Centre's (see PPR VIII pp4l-47).
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To develop and apply policies, programs and technologies to improve the
health and well-being of wanen and children (maternal and child
health).

To develop new and improved methods of preventing, diagnosing and

controling commiriicable diseases (tropical and infectious diseases).

To develop policies, practices and technologies to improve the physical
environment of commtriities and the physical and social environment of
Individuals (water supply and sanitation, and occupational health and
environmental toxicology)

2. Research strategy

Three interdependent eleients provide the franerk for the Health

Sciences Division's research strategies: the coaTnunity, the national
health care systems, and national researchers (Figure 1).

The conmunity is the fundamental unit upon which the research efforts
are focused. It is defined as an identifiable geographic, social
and/or political grouping of individuals with common interests. The

determination of the social and economic dy,amics of commijities and
the determination of conrnunity health needs and priorities is a major
intermediate research objective. A key elanent of such research is the
methodology, which can vary fran participatory action research to more
traditional survey-based research, both involving the comminity.

Results of coninunity-based research frequently lead to innovative
Interventions by the commity itself, either within the health sector
or in other sectors that directly or indirectly affect comunity
health.

Health status and problens at the national, sub-national (provincial)
and commt.nity levels also can be determined by researchers rking
with national health care systems, using epideiiiological and other
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research methodologies. Health problems and priorities established at

this level can be analyzed and correlated with the comunity-determined

needs and priorities. Appropriate interventions at all levels emerge

from these analyses.

(c) National researchers form the critical bridge between the national

systems of health care and the community. They develop appropriate

methodologies enabling the coninunity to carry out or participate in the

research required to determine its needs and priorities and take

appropriate action. At the same time researchers must work with

national health sector professionals to identify the most

cost-effective systems to meet national, provincial and comunity

health care priorities. Resource allocation must be based on

appropriate analyses of health issues at all levels, and not be driven

by single interest groups.

3. Organization

As of September 1987, the Division was divided into five administrative

sectors of which four functioned as distinct program units.* Although the

Health Systems Research sector had its own budget allocation, its

* In October 1987, the Division implemented the structure described in

Section F. This structure reflects the strategy adopted by the Division

following its analysis of the health situation in developing countries; the

opportunities for research; the mandate and role of IDRC; and non-IDRC

health research stt'ategies, activities and support. Ongoing divisional

activities as well as "pipeline0 proposals will be continued as planned and

will be incorporated into the new structure. The 1987-1988 Program of Work

and Budget (PWB) will not be revised. The 1988-1989 PWB has been drawn up

according to the new plans, programs and organization. Figures 2 and 3

show the Division's old and new structures.
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professional positions were vacant. It operated under the aegis of the

Maternal and Child Health sector.*

(a) Maternal and Child Health (MCII)

The major initiatives undertaken by Maternal and Child Health were:

Support to perinatal health research, including research into

risk factors. A transdisciplinary approach was encouraged. The

Division hoped to strengthen the Latin American perinatal health

network during the next two years and then gradually extend

activities to other regions, especially Africa and, more

specifically, Angola and Mozambique. Wherever possible, use

would be made of Latin American researchers' skills developed in

previous perinatal health projects. The creation of networks of

researchers remains one of the Division's important strategies.

In family planning, the sector promoted action research,

especially in Africa where high growth rates and major health

problems are associated with inappropriate or inadequate family

planning. The approach was strictly within the health field,

considering factors such as health and nutritional benefits. As

a somewhat related topic, the Division will begin to support

research into the behavioural aspects of the control of AIDS,

especially in Africa.

Activities supported in the nutrition area examined behavioural

aspects and the health Impact of nutrition. In addition,

opportunities for research into educational interventions were

pursued. Nutrition is an area of substantial interdivisional

activity.

* Two of the three professional posts in the Health Systems (Research)

Program were filled by 1 October, 1987, after the Division's

reorganization. The Associate Director of the Program (the third position)

will join the division early in January 1988.
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Research into the reproductive health of women, including young

adults, was supported. Emphasis was again placed on social and

behavioural components.

Promotion of improved health, in general terms, sought to improve

the health of women and children. This included research into

the relationship between women's work and the health of their

families.

(b) Tropical and Infectious Diseases (lID)

The sector used two broad-based approaches in working with researchers:

a problem-oriented approach; and an activity-oriented approach. These

approaches are complementary in that activity-oriented support is

associated with identified or perceived "problems" that may be a single

disease or inter-related spectrum of diseases. This sector supported

the following activities:

Problem-oriented approach:

- Infectious diseases;

- Vector-borne diseases;

- Sexually transmitted diseases, including AIDS.

Activity-oriented approach:

- Field research/application of diagnostic methods;

- Epidemiological studies in relation to possible interventions;

- Social and economic aspects of coninunicable diseases;

- Vaccine-related studies;

- Health impact of macro-development schemes including migration

and refugees;

- Comunity-mediated preventive methodology initiatives;

- Integrated disease control strategies.

In following the activity-oriented approach, particular attention was

paid to community-generated efforts aimed at self-sustained health

maintenance or disease control measures. The proposals relating to the



health impact of macro-development schemes, community-mediated

preventive initiatives, and integrated disease control strategies

reflect this special emphasis on community-based activities.

(c) bter Supply and Sanitation (WSS)

Reduing the incidence of environment-related diseases was the primary

objective of the WSS sector. The sector sought to accomplish this by

supporting research/demonstration projects that used appropriate

interventions to improve the envirorinental health of disadvantaged

populations living in either rural or pen-urban communities. The WSS

sector addressed two coiinunity problems: lack of potable water and

lack of adequate sanitation. It also placed priority on the

long-neglected area of sanitary food handling practices.

All WSS activities could be divided into two categories: research

grants; and dissemination of research results. In carrying out these

activities, the capabilities of individual researchers ware

strengthened through the experience

implementing project activities.
strengthened through the training of
administrative capacity, and so on.

coincided with those of the International Drinking Water Supply and

Sanitation Decade, and inclixied five major areas:

Technology development: the development of new and improved

water supply and sanitation technologies.

Waste recl3nation systems: the recovery and/or reutilization of

valuable resources from domestic and agricultural waste.

Personnel development and training: the development of

innovative personnel training prograils.

Social and managerial studies: studies on the social, economic

and managerial aspects of water supply and sanitation programs
(this includes studies to determine the nature and magnitude of

environmental problems within rural communities)

Page 14

they gained in planning and

As ll, institutions ware

personnel, the development of

The WSS sector's activities
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(v) Sanitation impact studies: biomedical/environmental studies
which focus on evaluating how water supply and sanitation
interventions reduce tropical and infectious diseases (this area
created a bridge beten HSD's enviroriiental and biomedical

research activities).

(d) Occupational Health and Enviromental Toxicology (OHET)

The OHET sector encouraged research into ways of improving the physical
living and working envirorrents of the rural and pen-urban poor.

Collaboration and input by colleagues from other sectors (notably WSS
and MCH) and other Divisions (particularly AFNS and SS) were actively
pursued.

The sector eiiphasized activities dealing with cheiiical containation
and poisoning of populations, with special reference to pesticides,
other agrocheiiicals, heavy metals, organics and solvents. Projects
relating to the occupational and envirorinental risks associated with
pesticides, i.e. through water and food contaiiination as well as misuse
(inadequate storage, labelling and use), were accorded special
attention. Activities supported in this area ranged from descriptive
epideniology to KAP (Knowledge, Attitude, Practice) studies -- the

latter especially at the rural coniliunity level -- where major
opportunities for joint endeavours with Social Sciences re expected.
Research into intervention strategies was encouraged as a logical
extension of the first two types of activities. Safer technologies,
coninunity education, comunication support material and the formulation
and enforcenent of regulations re of primary interest. For exnple,
an initiative undertaken with AFNS could result in a progran to develop
a safer portable pesticide sprayer. Alternate, less toxic methods of
pest managenent were also of great interest. This would require
collaboration with the lID sector (vector control) and AFNS.

ONET also promoted research into the industrial contaiiination of water
resources, notably by heavy metals and organic residues. Parallel to
this, baseline research on industrial chenical intoxication of workers
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by heavy metals and solvents was being supported. Whenever suitable,

researchers were encouraged to concentrate on small-scale,

community-based industries and to use participatory research methods.

Because industrial accidents are major occupational risks everywhere,

research on their prevalence, incidence, community significance and

preventive measures were encouraged. In addition, research into

non-communicable, dust-produced respiratory diseases was a priority.

(e) Health Systems Research* (HSR)

The Health Systems Research (HSR) sector was and is seen as the

slbridgingfl sector in the Division, supporting research to develop

appropriate health services and to Identify particular opportunities

for research likely to solve priority health problems. The sector

exists mainly to study the operations and cost/effectiveness of health

delivery systems in their particular soclo-cultural, material, and

political environments.

The HSR sector's program is closely tied to the Division's mission in

that it supports research concerned with community-oriented health

(care) systems. Projects Involving the examination and evaluation of

alternative health (care) systems, including health maintenance at the

community level, are encouraged. Emphasis is placed on analyzing the

cost-effectiveness and efficiency of the structures or systems, with

particular attention to systems that are community-initiated and

sel f-sustained.

As the Health Sciences Division moves toward placing greater emphasis

on comunity health needs, it is expected that the HSR sector will

assume an increasingly important linking role between the comunities

* The Health Services Research Sector has become the Health Systems

(Research) [HSR] program under the new divisional structure. The new HSR

program focus includes the activities described in this section.



and the division's other progras. HSR will also greatly assist in
coordinating interdivisiorial support for community-initiated research
activities with indirect links to health such as women's education and
resource manageent.

The progran also expects to support activities aimed at developing
appropriate research methodologies in health services, identifying the
health status of communities, and providing training in health systems
research. Although not the primary focus of the prograil, these

activities will be an important part of its operations.

(f) Special Initiatives *

Numerous benefits can be gained by jointly developing and funding
projects and by coordinating the allocation of the limited funds
available for health research. IDRC and the HSD must participate
financially and technically in selected initiatives of this type.
Because these activities do not readily fall into any of the existing
sectors, the Special Initiatives (SI) sector was established in the
1986/87 fiscal war. It operates on a divisional basis without
specifically assigned staff.

SI has supported a nuiiber of activities, including the Independent
International CQmlission on Health Research for Development; the

revolving fund for the development of technology appropriate to rural
health care; and the establisPnient of an information service and

newsletter for Canadian researchers interested in international health
research.

A comprehensive analysis of appropriations by progran sector, the types
of research and recipient groups supported, geographic distribution, and
the subject of research projects to date is presented in chapter IV of this
doc ulient.
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* Special Initiatives will continue to exist within the new organizational
structure.
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4. Project and program development

The development of sectors and their programs depended on the expertise

of sectoral staff; publications; research proposals; workshops and

conferences; discussions with key informants; reports from regional

offices, other funding/aid agencies and NGOs; and, information gathered by

staff during field trips. No sector was a program onto itself. The

develop'nent and ach1nistration of some of the proposals subiitted to the

Division demanded intersectoral collaboration while those with a

multidisciplinary focus required collaboration with other divisions.

Within this framework of five sectors, the Health Sciences Division

provided support for research projects which met the following criteria:

Acceptable scientific quality;

Relevance to the health problems of the country and/or region as

indicated by crude indicators of health (IMR, MMR, LE, GNP*);

National and regional priority of the problem addressed;

Absorptive capacity of the national health research system and the

proposing institution(s);

Relevance to HSD program priorities;

Potential for the results being adopted by the health system within

a reasonable period and the potential impact on the health of the

poor;

Agreement with IDRC's mandate and philosophy.

As the HSD program evolved over the years, so did its structure in

order to enable it to pursue established program directions. Structural

changes during the past few years were basically incremental. The most

notable was the creation of a Health Services Research sector with two

professional and one support staff positions.

Figure 2 presents the division's structure until September 30, 1987.

* IMR: Infant Mortality Rate

MMR: Maternal Mortality Rate

LE: Life Expectancy at Birth

GNP: Gross National Product
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5. Management and administration

Several groups or committees discharged specific responsibilities

within this framework and will continue to do so under the new structure.

These include the:

Projects Review Conlnittee*

This committee screens all proposals that are to be presented to the

Board for approval. The Committee is made up of the Director and

Associ ate Directors.

(Associate) Directors Group*

The Associate Directors meet at least once per month to discuss policy

issues as well as program and administrative matters.

Professional Staff and Staff Comittees*

The Ottawa-based professional staff meet at least quarterly to discuss

substantive and administrative matters. Support staff meet at least

monthly to discuss division operations. Regional office staff

participate in meetings when they are in Ottawa. Meetings of the

entire professional staff, including Ottawa-based support staff, are

held once a year, usually for a two week period. This annual meeting

is highly organized and focuses on the operation of the division at

the Regional Office level, interdivisional collaboration, and

important administrative matters such as comunication and appraisals.

Publication Counittee

This committee was established to promote the publication of research

results from HS supported projects. The committee, which meets a few

times a year, reviews the publication pipeline as well as requests for

* The recently appointed Deputy Director will participate in these groups.
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publication and monitors the allocation of the publication budget.

The committee coordinates divisional collaboration with the

Communications Division with respect to both publications and films.

(e) Strategic Planning Conhiittee*

This Committee was formed to draft a strategic plan for consideration

by the division's professional staff and to oversee the preparation of

the related Divisional Statement for the IDDR. The committee will

revise and modify the plan biennially and as required.

In addition to these intradivisional groups, HSD participates in many

interdivisional groups or comittees. For example, HSD staff are members

of the working group struck to develop integrated, multi-disciplinary

approaches to problems relating to pesticides, women in development,

nutrition and support for the Bharatiya Agro-Industries Foundation (BAIF)

at Pune, India. Moreover, HSD staff frequently exchange opinions and

expertise with colleagues in other divisions. They also participate in

numerous Centre administrative committees, eg. EDP, LINK, administration.

Although much of this collaboration is informal, it is extensive and is

seen as an important part of all officers' responsibilities, contributing

significantly to their workload.

C. Need for a divisional strategic plan

The evolutionary process leading to the HSD's present program focus,

activities and structure can best be described as incremental. A number of

factors Influenced this process, including the preferences of each

divisional Director, the establishment of major program thrusts by

collaborating funding agencies, and the experience and expertise of

individual program staff.

* The recently appointed Deputy Director will participate in these groups.
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Each Director decided on overall program enphasis and priorities while

research initiatives and scope of activities within each sector were

largely left to the discretion of the Associate Directors in consultation

with sector staff. This has contributed to what has been described as a

scattered or 'shot-gun' approach to supporting health-related research.

The arrival of a new Director in May 1985 sparked interest in

reassessing the Division's objectives and "modus operandi". At both the

Septaber 1985 and May 1986 staff meetings, there was agreenent in

principle that HSD should focus its program and that the Division's progran

should be an integral part of the Centre's. However, it was not clear how

this could be accomplished, whether all the necessary information was at

hand to identify a possible focus or thane, and what divisional structure

was necessary for achieving the objectives. (HSD Annual Staff Meeting

Minutes of Plenary Session, Monday, May 26, 1986, p. 2.)

Through PPR VII and the Policy and Manageiient Seminar, the Centre was

moving in a similar direction. Therefore, the Division decided to give

highest priority to the esttblisIinent of a "rolling" four to five ar

strategic plan. This plan was to be based on the concepts described in PPR

VII and PPR VIII. The organization and operation of the Division was to be

based on the conceptual franework of its strategic plan. The plan uld be

revied and updated every two ars and would include mechanisms for

reviewing, evaluating, and updating both content and schedule.
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III. ASSESSMENT OF THE EXISTING HEALTH RESEARCH SITIJPTION

The health research needs assessment was intended to provide background
information that would enable us to determine the priority health research
needs in L005, activities underway and needed, and the resources invested
in this area. To do so, we divided the health research needs assessment
into three components:

The denand assessment Identified priority areas for health and

health-related research in developing countries. By studying the trends
in recent denographic and health indicators it should theoretically be
possible to identify priority concern areas and those requiring
research.

The supply asssessment provided information on the nature and quantity
of health research and/or the health problens in developing countries.
In addition to inventorying projects and their distribution, this
required the study of the content and orientation of ongoing research,
of means of setting priorities, and of the relationship between health
research and needs.

The needs assessment analyzed the relationship between present health
research efforts and the identified health research priorities.

Our analysis uses a traditional approach, dependent on standard

definitions and reasonably valid data. The issue becomes more complex when

denand enanates from a ntinber of groups and/or levels of decision-making,
from a sick Individual to the Ministry responsible for national health

services for exanple. In addition, demand can be based on costs and/or
consequences. These are not necessarily the sane and may not even

correlate. Similar problems arise with attempts at a needs assessment.

Finally, even if agreement was reached on demand and needs, the available
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data is woefully deficient.* The methodology and data used by the HSD
Strategic Planning Coniiiittee were the best that could be arrived at in the
time allocated for the study. Interestingly, the committee identified the
sane conceptual franework and broad priority areas as the IICHRD planning
meeting.

The IICHRD study will take some three years to complete and cost US$1.5
million.

A. Demand asssessment

Three categories of health indicators are most commonly used for
comparing the health status of different countries: infant mortality rates;
birth ight; and life expectancy at birth. Most of the data available
must be used with caution, however, because many developing countries I&k
valid health information. International comparisons of morbidity and the
frequency of certain illnesses are often more comparisons of the
effectiveness of the particular disease-reporting system. Also, comparisons
of crude death rates in different countries are often indications of the
different age distributions in the populations.

1. IndIcators of health status

The one most frequently chosen indicator for health status comparison
is the infant mortality rated [IMR]. By definition it gives no
indication of wt,at occurs in other age groups, especially if the infants
later die of malnutrition, gastrointestinal infection, measles, or of other

* The HSD is promoting and supporting the Independent International
Commission on Health Research for Development (IICHRD) to exanine these
issues. A background paper by Richard Feachei et al entitled "Identifying
Health Problen and Health Research Priorities in Developing Countries" was
presented to a July 1987 three-day IICHRD planning meeting which included
some 47 senior professionals. it surrmarized the methodological and

data-related probleiis in this area. This docunent is available from the
HS D.
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causes. The available data for 1986 show that 79 countries report an
infant mortality rate of 50 per 1000 live births or higher, with 47 of then
exceeding 100 per 1000. These countries are unevenly distributed in

various regions, although 32 countries with an IMR at or over 100 per 1000

are located in Sub-Saharan Africa.

TMLife expectancy at birthu is a useful indicator when reliable
information exists to support its calculation. It takes into account the
newborn's chances of survival in siisequent age cohorts. It is worthwhile
noting that over a third of countries and of total world population have a
life expectancy at birth of lower than 60 years: 38 African countries fall
within this category, most of them having life expectancies of 50 years.

The third Indicator of health status is blrth 1ght. This provides

an indication of the health status of mothers and ung children, and is
often used for further analysis in conjunction with geographic and

socio-economic criteria. Unfortunately, this indicator is not widely
available and/or accurate in those countries where the proportion of

newborns weighing less than 2500 g. is highest. In 1986, it was estimated
that 17% of newborn infants had a birthweight of less than 2500 g., with a
significant proportion of them being at or below 2000 g.

2. Indicators of coverage by primary health care services

Four sub-indicators are commonly used to measure the proportion of
people having at least minimal coverage by Primary Health Care [PHC]

services. They are: safe water supply and sanitary facilities;
Immunization coverage of children at one year of age; availability of local
health care; and presence of adequately trained health personnel for
maternal and child health services.

As defined by WHO, the availability of safe water supply means that a
percentage of the population has access to safe drinking-water within

15 minutes' walking distance; the availability of adequate sanitary
facilities is determined by adequate facilities in the home or immediate
vicinity; and, the availability of local health care, the possibility of



*
This refers to the six WHO Regions in Africa.
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obtaining at least 20 essential drugs within one hour's walk or travel.
These indicators do not incorporate any measure of quality or

appropriateness of the facility or service or indication of whether they

are maintained and/or sustained over time.

Most countries provide data on immunization of children during the

first year of life for the target diseases of the Expanded Programme on

Immunization (EPI): diptherja, tetanus, whooping cough, measles,

poliomyelitis and tuberculosis. For OPT-Polio, the percentage coverage for

the African Region* is between 28-30% of all registered births, while the

rates are approximately 40% and 50% in the Southeast Asian and American
regions respectively. There are, however, substantial variations in the

coverage rates among countries within the same region.

Data is not available about the portion of populations covered by local

health services for almost a third of all countries, containing

approximately half the world's population. According to available data,

local coverage exists in approximately 48% of the African region, compared

to 71% and 73% for Asia and the Middle Eastern countries respectively, and

over 85% for Latin America. However, more than two-thirds of countries do

not provide data on the presence of adequately trained health personnel for
MCH services. The accuracy of this data varies substantially, making

country comparisons difficult.

Some uSocio_econolnjc lndicatorsR
relate directly to health and health

policy, for example the percentage of GNP spent on health, and the

percentage of the health expenditure devoted to primary health care. This

data, although available in many instances, usually includes only public

sector expenditures. Indicators such as Madult literacy rateTM, in

particular the female literacy rate, the proportion of the population below

the poverty line, etc. could give useful indirect health information if
analyzed in association with data on health systems and primary care
services.
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Table 1 provides data on several health indicators for 49 countries.

The countries included are those for which data were reported for all the

health indicators. The general situation underlying the information

conveyed in this table is well-known:

overall, the standard of living in developing countries is low;

fewer services and lower coverage are the norm for rural and for

low-income urban areas in comparison to the urban middle and upper

class areas;

despite increased investments in "health", sustained and significant

improvements to health and well-being for the majority of developing

country inhabitants remain to be demonstrated; and

the natural growth rate of the populations in these countries is not

declining and outstrips the rate of growth of expenditures for PHC

programs.

Table 2 provides data on age specific death rates for six International

Disease Classification categories which consistently register the highest

rates: infectious and parasitic diseases (lOG codes 01-07), meningitis

(IDC code 22), respiratory diseases (IDC codes 31-32), and for two diseases

which rank high in developed countries (malignant neoplasms (IDC codes

08-14) and acute niyocardial infarction (IDC code 270). Accidents (IDC

codes E47-E53) were also included because of the reported high death

rates. Data was collected for 11 less-developed countries (LDCs) and for

Canada to enable comparisons of the reported figures. The choice of

countries was based again on the availability of data. A comparison of the

data in Tables 1 and 2, particularly IMR, percentage coverage for water

supply and sanitation in rural areas, and the age/sex specific death rates

for infections and parasitic diseases, respiratory diseases, and

meningitis, indicates a possible correlation between these parameters.
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TABLE 1

HEALTH INDICATORS FOR SELECTED LDCs

IMR
% COVERAGE
SAFE WATER

% COVERAGE
SANITATION

% LOCAL
HEALTH
CARE

% NATURAL
INCREASE

Urban/Rural

EAST AFRICA
Burundi 130 33 22 52 45 2.8Ethiopia j44 93 42 - 44 2.6
Kenya 87 (61) 21 - 4. 1
Lesotho 130 37 14 12.4 50 4.1
Malawi 151 82 54 55 54 3.2
fbzambique 159 82 2 10 40 2.5
Uganda 130 45 12 13 42 3.3Tanzania 137 85 47 78 73 3.5Zambia 105 70 32 47 70 3.3
Zimbab 85 100 10. 26 71 3.5

CST AFRICA
Burkina Faso 149 50 26 8 70 2.8
Gabon 114 75 34 50 80 1.6
Gambia 198 100 33 77 90 1.9
Ghana 97 72 39 26 64 3.2Liberia 150 50 24 21 35 3.1Mali 149 58 20 21 20 2.8Sierra Leone 158 58 8 21 36 1.8
Senegal 116 (63) 27 - 2.6

MIDDLE EAST/NORTH
AFRICA

Eg,pt 73 93 61 70 99 2.7
brocco 99 (57) 46 - 2.5Somalia 163 60 20 17 20 2.5

Sudan 140 (40) 5 70 2.9
Tunisia 60 98 79 46 91 2.8
Yemen 173 100 21 12 25 3.0
Yemen Dem Rep 149 73 39 45 75 3. 0
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TABLE
(Cont.)

HEALTH INDICATORS FOR SELECTED LDCs

IMR
% COVERA
SAFE WATER

% COVERAGE
SANITATION

LOCAL
HEALTH
CARE

% NATURAL
INCREASE

Urban/R ural

LATIN MERICA
Bolivia 124 78 12 24 - 2.8

Chile 22 100 18 83 94 1.6.

Colombia 52 100 76 68 87 2.3

Costa Rica 18 93 86 76 95 2.8

Cuba 15 (61) 31 - 1.2

Dominican Republic 63 85 33 27 - 2.5

Ecuador 77 98 21 45 - 1.7

Guatemala 80 90 26 36 59 3.1

Haiti 124 73 25 19 - 2.7

Honduras 81 91 55 44 - 3.4

Mexico 35 90 40 56 51 2.7

Nicaragua 75 98 9 28 - 3.5

Peru 127 73 18 35 - 2.6

SOUTH ASIA
Bangladesh 128 29 43 4 45 2.3

India 114 80 47 8 75 2.2

Nepal 152 71 11 2 - 2.3

Pakistan 90 70 10 19 64 2.8

Sri Lanka 34 76 26 66 90 1.8

SOUTHEAST ASIA
Indonesia 98 40 32 30 - 2.0

Malaysia 19 (71) 75 - 2.4

Papua New Guinea 72 54 10 10 93 2.1

Philippines 58 (64) 56 - 2.3

Thailand 45 70 70 45 - 1.6
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TABLE 2

AGE SPECIFIC DEATH RATES/100,000 POPULATION FOR SELECTED IDC CATEGORIES

1 Ref. &o 1983-1986 Annual Reports.

COUNTRY
(YEAR)

ALL INFECTIOUS! MALIGNANT MENINGITIS
PARASITIC NEOPLASMS
DISEASES
(01-07) (08-14) (22)

ACUTE
MYOCARDIAL
INFARCTION

(270)

RESPIRATORY ACCIDENT
CONDITIONS

(31-32) (E47-E53

CANADA I
(1984) 0-1

699.3
811.1

4.0
10.6

178.2
3.2

0.3
4.5

110.1

--

20.2
12.5

37.5
20.2

COSTA

RICA I
(1983) 0-1

396.5
1,864.2

17.4
201.5

77.9
6.9

1.8
31.5

32.2

--
16.3
34.5

27.1
23.0

HONDURAS I
(1981) 0-1

479.3
2,296.0

80.9
747.7

14.9
2.5

1.6

11.8
3.2

--

13.5
116.8

53.9
8.1

GUATEMALA I
(1979) 0-1

1,009.6
7,393.0

336.1
2,068.9

28.5
3.0

5.6

49.9
6.6 89.8

730.9
35.8
16.5

Dt1INICAN
REPUBLIC T

(1982) 0-1
462.9

3,213.6
48.5
667.2

27.7
10.2

4.5
78.3

19.5
1.0

12.2
129.0

21.6
26.1

PERU I

(1981) 0-1
520.1

2,908.2
100.1
642.3

35.3
0.6

2.1

14.2
10.8

--

74.9
478.8

30.3
17.4

EGYPT I

(1980) 0-1
996.1

7,601.7
24.2

298.0
18.5

51
1.2
8.2

0.5

--

64.6
988.8

19.8
15.9

SRI LANKA T
(1980) 0-1

617.2
3,439.8

49.1
356.1

27.9
12.2

5.0
70.8

12.9
3.8

20.5
248.6

31.8
29.4

THAILAND I
(1981) 0-1

504.2
1,252.5

40.3
162.1

24.7
3.1

1.4
11.2

0.8
--

8.9
96.1

34.6
10.9
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3. Canadian enhas1s on health research ODA

Despite the calls for more technical assistance to develop and

implenent programs aimed at Improving health status, little information

exists on priority areas for health research to identify such programs.

Although accurate figures are not available, it is clear that health

research is a small component within development assistance programs .

indication of the relative share of Canadian official development

assistance [ODA] to health research is that as per Table 3, in FY 1986-87,

total disburseients on health research in developing countries by !DRC

accounted for only 0.44% of Canadian ODA. Disbursements on health research

in developing countries were 14.1% of Canada's 1986-87 health-related ODA.

TABLE 3

OISBURSUNTS ON
HEALTH-RELAUD CANADIAN ODA

Total Canadian Ott

IDRC Health-related ODA as a percentage
of total Health-related Canadian 0

IORC Health-related ODA as a percentage

of total Canadian ODA

Health-related ODA as a percentage
of total Canadian ODA

Source: CIDA Health Unit

Note 1: This figure represents the 60% of CIDA's total contribution to UNICEF

that reflects UNICEF's spending on health.

1984/85 1985/86 1986/87

CI

- Health 25.4 29.3 49.5

- UNICEF (Note 1) 8.0 8.0 8.7

Health & Welfare Canada - WHO 7.1 7.4 9.6

External Affairs - PAHO 4.2 4.8 4.6

IDRC 9.0 13.0 11.9

Total Health-related Canadian ODA 53.7 62.5 84.3

1,810 2,170 2,700

16.8% 20.8% 14.1%

0.50% 0.60% 0.44%

2.96% 2.88% 3.12%
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4. Other demand factors

Lack of published information on the priority areas for health research
in developing countries made us turn to alternate sources of information.
These include analyses by HSD Regional Representatives; a LARO-initiated
report entitled "The Distribution and Characteristics of Health Research in
Colombia" by Dr. Beatriz Elena nzalez; and a study commissioned by the
Strategic Planning Comittee on priority areas for health research in
developing countries. This study had three main components:

A survey of 15 "experts" identified by IDRC, in order to solicit
their views on perceived priority areas for health research in
developing countries;

A survey of 10 Canadian-based non-governmental organization (NGOs);
and,

A limited rev iew of annual reports, conference proceedings and other
pubi icat ions from bilateral and multilateral goverrirtent aid
agencies, foundations, etc., to ascertain their priorities in health
research.

These studies highlight the following issues:

The health status of camiunities and developnent are increasingly
interdependent.

spite the efforts of funding agencies and national govermients,
reported infant mortality remains unacceptably high in many developing
countries.

Ibst research focuses on docuiienting and/or solving a health problem
such as a disease, but often neglects to investigate its causes and to
consider the development and testing of strategies to alleviate the
effect on people afflicted.
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It is difficult to plan and perform research projects in such a way
that the results are implenented: do we bridge the gap between

research and action prograiis?

Health is influenced by many factors including housing, food security,
basic water supply and sanitation services, employnent and education --

in essence, by the equitable distribution of resources within a

society. Each of these elenents tends to be treated as a separate area

for research, however. The creation of a more holistic approach to
understanding the determinants of health, research on intersectoral
strategies and their impact is a priority. This multisectoral research
is of particular importance at the "micro" or community level.

Public health care (PHC) is an accepted strategy for improving health
and well-being. Significant levels of capital resources have been
invested in developing, impleenting and evaluating the impact of this
approach. But the apparent poor performance/impact of PHC prograiis may

be due to a lack of manageent expertise in their developiient and

implenentation. The question is not what services to deliver, but
rather how they can be most effectively delivered.

(9) Environmentally-related health conditions, mci uding infectious
diseases, have perhaps the greatest effect on morbidity and mortality
in the LDCs. But environment is not restricted to housing and basic
service conditions. Occupational health and safety is of increasing
concern in these countries, as evidenced in part by an increase in
morbidity and mortality statistics related to accidents and substandard

rking conditions. Related to this is the subject of child labour and
its effect on the well-being of future generations. The effect and

misuse of pesticides and industrial effluent is also a growing

concern. Research into possible means of preventing environmental
health threats is of great importance.

(h) Comunities constitute a systen, whether they are permanent or

temporary, legal or Illegal. Social, organizational and political
structures and processes evolve over time in response to needs

identified and articulated by the community. A component of this is
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the way community methers address health-related issues. Yet most
developTient-related health prograns, be they disease control or
immunization, are imposed. Community mnbers become subjects. If
resources are to be invested in the communities and the well-being of
meTibers improved, the recognition and analysis of existing structures
and processes that deal with health-related problens should be

supported.

(I) Non-communicable diseases, particularly drug, tobacco and alcohol
abuse, are becoming topics of concern in developing countries.
Although some European and North Anerican countries now report a

levelling off, even a modest decline in alcohol consuniption, the global
trend is still one of growth. Developing countries record the steepest
rise in cigarette consixuption. Moreover, available figures do not
include the consunption of home-made and locally manufactured
cottage-industry cigarettes. (World ath Statistics Annual WHO, 1986,
p. 17). Because cigarettes in developing countries often have far
higher yields of tar, nicotine, and carbon monoxide than those consuiied
in developed countries, the potential smoking hazard is comparatively
greater.

Rapidly declining morbidity and mortality rates as well as declining
natality rates, particularly in Asia, will result in an aging
population. Many faiillies will be multigenerational and problaTis of
dependency will arise. The aged in developing countries are still
cared for by the extended faiiily. With rapid social change, especially
urban migration, this will change, hover. The implications of older,
dependent populations and changes in health profiles will have to be
exanined, as will their consequences for health and social services.

The past three decades have witnessed the unprecedented growth, of
cities in LDCs. This trend is expected to continue. By 2000, It is
estimated that 75% of the Latin Anerican population will live in
cities, most in pen-urban slini and squatter settleiients. Asia is
projected to become the most urbanized region of the world. By 2025,
approximately 60% of the African population Is expected to live in
cities. Priority areas of research will include questions related to
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the allocation and distribution of health and social services, problems

related to high density living conditions, overcrowding and poor

environmental conditions, and the management of community services.

It is clear that priority research areas cover a wide range of topics,
both disease-specific and thematic. Needs vary from country to country,

even between regions within countries, but the poor quality of data
available makes it difficult to carry out micro-level analyses of health

research priorities. Two trends are emerging, however for health research

In developing countries. First, conditions of ill-health other than the
traditional "tropical diseases" are of growing importance. Second, it Is
recognized that more research must be carried out on management aspects of
health care delivery and on new strategies for developing and for promoting

the diffusion, acceptance and utilization of health services and other
technologies designed.

B. Supply assessment

Althdugh organizations such as the Pan-American Health -ganization

(PAHO) and the Organization for EconQiiic Cooperation and Developiient (OECD)

have compl eted inventories of research projects supported by major funding

agencies, little information is available on the process used to select
research projects. Moreover, many of the projects listed reflect the

funding agencies' priorities and are directed by expatriate researchers.
Information on LDC government financial and hwan Investments in health
research is seriously lacking.

Because of the limited time available to complete this study, we
decided to restrict our supply analysis to preparing an overview of the

content and focus of the health research activities supported by 32 major
multilateral, bilateral and non-govermental organizations, foundations,

research centres, councils, Institutes and progras. As sunmarized in

Table 4, we divided health and health-related issues into 11 broad areas or
topics regardless of the type or focus of the research. A literature search

was carried out to obtain information on health research policy and on
on-going activities and fields of interest. We did not include support for

the delivery of health prograns and health develonent.
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Table 4 also provides an overview of the organizations' major health

research interests. Because no information was available on the aliount and

source of development assistance for medical and health research, we could

not indicate the aiiount of support provided in each category. The data did

not indicate where the research is taking place: in fact, much of it is

conducted in developed countries and that part carried out in developing

countries may not be performed by developing country scientists. This

practice does little to provide training and research opportunities for

local scientists or to bridge the gap beten research and the

implenentation of research findings.

The data does show that research on Tropical and Infectious Diseases is

supported by many, while few organizations fund research into Occupational

Health or Traditional Medicine. Biomedical Research appears to receive only

limited support, but this may be due to the fact that it can be subsiined

under a nunber of different headings, including diarrheal diseases,

population, etc. Although the organizations studied have very different

operating styles, policies and objectives, some comments can be made about

the operating modes and methods of setting priorities of saiie major health

research funders.

USAID: Washington-based and field staff of the U.S. Agency for

International Development (USAID) rk with developing country

scientists and ministries to define specific research questions

appropriate to the needs, institutions, and resources of each

participating country. The parties then design and organize a

collaborative research prograii drawing on the facilities and expertise

of developing country, U.S., and international Institutions. Soiie

activities, such as research on abortion and on certain contraceptives,

are not supported, however, because of U.S. policies.

PAHO: Individual countries within the PAHO region are encouraged to

develop their own national health research policies, priorities, and

strategies based on health determinants, health status indicators

andidentified health problens. PAHO has also identified a nuither of

research areas that uld yield critical information for the analysis
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of country health situations and that could be used to set regional
health research priorities. The process is not functioning well at the
mcxiient.

3. SAREC: The Swedish Agency for Research Cooperation with Developing

Countries (SAREC) develops bilateral research projects in developing
countries on probleiis of great importance to the country concerned as
well as in areas where the results or research affecting their
develoinent can be transferred and impleented. This leads to a

different operating style than in the foundations and WHO Special

Programes, where multidisciplinary groups of scientists advise on tne
setting of scientific and technical priorities. According to SAREC's
1985/86 Annual Report, 50% of SAREC's conients went to international
research progralis. The largest part of SAREC's budget went to the WHO
Special Programies.

It appears that mch of the health research funded and/or implenented
by these organizations is disease- or condition- related. While there many
be a variety of topic areas or focus within each broad category--the
developnent and diffusion of an innovative intervention strategy, for
instance--the research tends to be problen-oriented, segmented, and

top-dow,. Researchers often carry out extractive studies in which comunity
menbers are subjects. A relatively small ntinber of studies are devoted to
exanining the root causes of identified ill-health conditions. The input of
LX conmuiity menbers--their attitudes, perceptions and means of relating
with and resolving the ill-health conditions they identify as

priorities--is seldom recognized. Systematic analysis is rarely used as a
basis for formulating more effective strategies and Identifying priorities.

C. Comparative analysis of demand and supply

The IDRC Regional Director's Report on Activities For LARO (1984)

states: "Although the Pan Anerican Health Organization has carried out a
comparative analysis of available information on health research in 11

countries in the region, the scale on which the analysis was carried out
makes it difficult to relate the research activities with health problens."
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This situation is widespread: no sufficiently sensitive reports or articles
exist to correlate the importance or relevance of health problems, the
level of investment, and the content and focus of health research in LDCs

to allow for a coiiprehensive analysis of the situation.

The same can be said of this analysis. But the information collected
and our experience makes it possible to provide a crude comparative

analysis.

First, although health research activities reflect available morbidity

and mortality data, they tend to be discipline-bound and focus on only a

few of the target population's conditions of ill-health. Few prograis or
projects follow a holistic approach and fever still concern themselves with
identifying or exanining other than biomedical causal factors. This

fragmented approach concentrates on one segment of health problems without

recognizing that health Is a hunan condition. And even when effective

strategies and approaches are developed, their impact is limited. This
situation is analogous to the all-too common problem of physicians dealing

with diseases rather than people.

Second, changing socio-econanic and political conditions in the LDCs
are resulting in different morbidity and mortality problems. Increased

urbanization and crowding can only serve to exacerbate already poor

environmental conditions and the consequent profile of ill-health of

communities. The situation will not be improved by simply providing

services. The organization and management of these services and

interventions, both by the communities themselves and the health care
systems that must support commuilty efforts, are priorities. They do not,

however, seem to attract much attention.

Third, behavioural and/or lifestyle-related health conditions,
particularly sexually-transmitted diseases (notably AIDS), smoking, alcohol

and substance abuse are of Increasing concern in LDC5. Statistics Indicate

that both morbidity and mortal ity rates rel ated to these factors are

increasing at an alarming rate. Hover, few health research resources
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appear to have been invested in developing strategies to modify behaviour

and/or eliminate circuTtstances facilitating the onset of these conditions.

Little research is being carried out on the social and economic

pre-conditions for comunity awareness, acceptance and action, although

this is critical to the development and application of appropriate

interventions.

The priority identification and setting mechanism appears to strongly

determine the focus and content of health research. Many international

organizations are structured along disciplinary lines: their secretariat

and consultant 'experts' decide the focus and content of health research.

Problens are discussed and deffned from the expert and/or funding agency

perspective. Decisions on strategies to be pursued, research methodologies

and indicators of success are usually taken without consulting subject

populations. Health problens and research priorities are determined

globally or regionally on the basis of disease, discipl me or subject.

Research projects therefore tend to follow a top-down approach and are

carried out with little input from the intended beneficiaries--even when

there is input, it usually takes the form of voluntary labour for the

construction of facilities. The limited improveiients, if any, in community

health uld seen to indicate that such approaches are successful only in

dealing with technological aspects of diseases or health problens. The gap

between technological solutions (vaccines, for exanple) and their effective

and sustained application (the adoption of Immunization as part of
community behaviour) must be closed. This will require a great deal of
research.
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IV. HEALTH SCIENCES DIVISION PROGRAM ASSESSMENT

This section analyzes the evolution of the HSD program, particularly

its direction, content and composition as well as the resources--capital

and human--at its disposal. A comparison of this information with that in

the previous section will allow us to identify the program's strengths and

deficiencies.

A. Program analysis

1. Funding patterns

(a) Regular program appropriations

Table 5 provides a breakdown by fiscal year of HSD regular program

appropriations. From this table, it is possible to see how the HSD

programs and the emphasis placed thereon have evolved. For information

purposes, an inflation-adjusted table of regular program appropriations

has also been provided (see Table 6). This table illustrates that

although there appears, in nominal dollars, to have been a considerable

increase in support to certain programs, in "real" dollars support has

remained relatively flat, or in some instances has actually tapered

off.
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(b) Research institutions

Table 7 provides a breakdoi by fiscal ar of HSD appropriations*,
the nunber of research groups funded, the average grant per group, the
percentage share of the appropriations, and each type of research
group's percentage of the total research groups funded.

For purposes of this analysis, we have divided the research groups
into six types: IDRC; non-govermiental organizations (NGOs);

international non-governmental organizations (INGOs); universities;
international goverrwental organizations (IGOs); and national
governments. NGOs are non-profit, devel opmerit- oriented agencies staffed

principally by developing country nationals. INGOs are non-profit,
development-oriented groups working in several developing countries,

but headquartered in a developed country. Their research teans can
include developing country nationals and/or expatriates. IGOs are

groups related to the United Nations or other international
government-sponsored organizations or research centres. The national
goverrviient category can include research groups within ministries or
those based in agencies and institutes reporting directly to a

ministry. IDRC is listed as separate category since it approved three
projects to itself: in 1975 aid 1977 for consultancies, and in 1980 to
underwrite the cost of a major workshop on water supply and sanitation
in Africa.

From 1971 to the end of the 1986 fiscal year, HSD provided grants
to 617 research groups, i.e. institutions responsible for performing
the project, whether or not they were the recipients of the funds. Of
these, approximately 13% received more than one grant. The average
value of a HSD grant to a research group was CAD $130940. Mditional
information on the average size of HSD grants is provided in Table 8.

* As per the Centre's PINS database, which shows the 1971-1976 HS Demography

and Population appropriations as belonging to the Social Sciences

Division. For this reason, these Demography and Population projects have
been excluded from this analysis.



"for purposes of this analysis we have broken dan the reported

Intornation Into 2 (fiscal) year blocks of tine, for exanpie the 1971-72, which run

fron April 1, 1971 to March 31, 1972 and fran April 1, 1972 to March 31, 1973 respectively.
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TABLE 7 APPROPRIATIONS/RESEARCH INSTITUTIONS SUPPORTED

HEALTH SCIENCES DIVISION - fISCAL YEARS 1971 - 1986'

flStfiL YEARS.'

1971 and 1972

1001 1160 11160

TYPE Ut INSTITUTION

UNIVERSITY INT'L 600'T LOCAL 600'T TOTAL

Appropriation (8) 152,000 128,922 461,710 807,334 1,849,996
,iber of Research Institutions Supported 2 3 2 8 15

Average Erant/Institutoon (8) - - 76,000 112,974 230,870 100,91? 123,333
8 kant/Total Grant by Institution Type 8.2 23.2 25 43.6 100

8 Institutions/Total Institutions - 13.3 20 13.3 53.3 100

1973 and 1974

Appropriation (8) 1,041 ,385 770,000 915,640 163,900 1,176,797 4,067,722
Nu'iber of Research Institutions Supported 2 3 9 3 6 23

Average kant/Institution (8) 520,693 256,667 101,738 54,633 196,133 176,857

I kant/Total Grant by Institution Type 25.6 18.9 22.5 4 28.9 100

I Institutions/Total Institutions 8.7 13 39.1 13 26.1 IOU

1915 and 1976

Appropriation (8) 48,000 847,600 3,359,081 1,541,558 1,167,673 1,880,144 8,844,009
Ikaiber of Research Institutions Supported T 4 2 28 5 15 50
Average brant/Institution (8) I8,00T 211,900 1,679,542 55,006 233,530 125,343 160,801

I kant/Total 6rant by Institution Type 0.6 9.6 38 17.4 13.2 21.3 100

I Institutions/Total Institutions i.e 7.3 3.6 50.9 9.1 27.3 100

197? and 1978

Appropnation (8) 69,100 435,000 2,496,000 1,662,743 513,488 1,981,390 7,180,721
lw,ber of Research Institutions Supported 1 8 5 28 4 22 68

Average Grant/Institution (8) 69,101 54,375 499,200 60,096 128,372 90,200 100,599

I kant/Total Grant by Institution Type 1 6.1 34.8 23.4 7.2 27.6 100

I InstItutions/Total Institutions 1.5 11.8 7.4 41.2 5.9 32.4 100

1979 and 1980

Appropriation (8> 108,100 727,900 1,089,862 2,146,670 1,382,615 2,330,180 7,785,327
,iber of Research Institutions Supported 1 9 6 32 5 21 74

Avarice kant/Institution (8) 108,100 10,878 181,644 67,083 276,523 110,961 1,207
I kant/Total Irant by Institution Type 1.4 9.3 14 27.6 17.8 29.9 100

8 Instltvtions/lotal Institutions 1.4 12.2 8.1 43.2 6.8 28.4 100

1981 and 1982

Appropriation (1) - 1,132,010 3,456,170 2,914,870 830,949 3,314,905 11,708,934
rber of Research Institutions Supported 10 8 30 3 29 80

Average kant/Institution (8) 113,204 432,021 99,162 276,983 114,307 146,362

I kant/Total Grant by Institution Type 9.7 29.5 25.4 7.1 26.3 100

I Institutions/Total Institutions 12.5 10 37.5 3.8 36.3 100



Includes pending appropriations budgeted to ?Iarch 31, 1987
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TRELE 7
APPR0PRIR1IONS,RESEAPC IMSIITUTIONS SUPPORIET

HEALTH SCIENCES 0101SION roscAL YEARS 1971 - 1986'

1SCAL YEARS'.

1971 and 1972

IORC HOC 1N60

TYPE Of INSTIIUIION

UNIVERSCTY INT'L 600'T LOCAL 600'! TOTAL

1993 and 1984

Appropriation (8)
2,959,990 626,840 6,341,338 1,169,270 5,705,577 16,803,015

Ikither of Research Institutions Supported

Average 6rant/1nst1tuton (8)

18

161,441

5

125,368

55

115,297

7

167,039

50

111,112

135

124,467
2 6rat/1ota1 Grant by Institution Type

I InstitutiontTota1 Institutions

17.6

13.3

3.7

3.?

37.7

40.?

7

5.2

34

37

100

100

1985 and 1986

Appropriation Ct

Ihither of Research Institutjøns Supported

Average Grant/Institution (I)

2,677,374

13

20S,952

1,298,725

9

144,303

9,181,336

92

99,830

2,064,03?

7

293,434

7,335,435

46

159,466

22,549,909

167

135,029
I Grant/Total Brent by InstitutIon Type

I Institutions/Total Institutior.

11.9

7.8

5.8

5.4

40.7

55.1

9.1

4.2

32.5

27.5

100

100

TOTAL

Appropriation (8) 225,2CC 9,821,289 13,248,681 25,216,079 7,743,672 24,531,762 8C,72S,683
Nher 0q Rezerct ins tutir Suppte 61 IL 27? 36 197 6)7

Average Grant/Institution (t 75,06? 153,455 331,21? 91,033 215,102 124,542 130,940
I 6rant'Totej Grant b Institution Type 0.3 12.2 16.4 31.2 9.6 30.4 100
I Insti'uutions/Toto] Institutin 0.6 10.4 6.5 44.9 5.8 31,9 lOT
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Figure 4 summarizes total grants to recipients by category and
canpares allocations. One major trend is a drop in appropriations to
INGOs. This reflects a decision by the Division's managanent to

decrease the number and scale of grants for groups such as the

Population Council which are based in developed countries.

National govermient-based research groups and universities jostled
for position during these same periods (Figure 5). During the 1983/86

period, university groups received the largest proportion of grants
(39.3%), perhaps indicating the improved capacity of developing country
acadeiiic institutions to propose and undertake good, relevant research
in the health field. This could also indicate a change of emphasis
within the Division toward recognized health research institutions, HSD
staff's greater ability to contact the researchers, and the

researchers' willingness to work with IDRC.

National government-based groups received 33.3% of total
appropriations in 1983/86; NGOs received 12.5%; IGOs received 8.2% and

INGOs, 6.7%.

The number of research groups supported in each category follows
similar trends (Figure 4). University and national government-based

research groups ranked first and second respectively in all stixly
periods. The number of NGO research groups increased significantly,
from 6 in 1971/76 to 32 in 1983/86.

Comparing the geographical share of appropriations also reveals
scxiie interesting trends. For example, although more universities in

South and Southeast Asia received grants than in any other region,
universities' share of grants in this region decreased slightly over
the entire period (Figure 6). The same is true in Africa and the Middle
East. Only in Latin erica did appropriations to university research
groups grow consistently. The reverse is true for appropriations to
national goverrrnent research groups. In Latin Anerica, their share
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of appropriations decreased during the period, while it increased in

South and Southeast Asia. The share of allocations to goverrinent

research groups in Africa and the Middle East dropped slightly in
1977/82 but returned to its former share--about 35%-- in 1983/86.

For the 1971/76 period, 80% of appropriations directed to NGO

research groups went to Latin nerica; the renainder went to South and
Southeast Asia. This was reversed in 1977/82 and 1983/86 when NGO-based

researchers in South and Southeast Asia received the largest proportion
of appropriations. The most significant growth in percentage share of
appropriations occured in Africa and the Middle East: by 1983/86, this
region accounted for 21.9% of total appropriations to NGO-based

research groups.

This review of appropriations by research institution shows that
the mixture of institutions supported varies from region to region. A
more detailed review of appropriations by type of research institution
in each region is available from the HSD.

(C) Recipient institutions

A review of the nuiiber and amount of grants by recipient institution
also provides sane useful information. As can be seen fran Table 9, a
limited ntsnber of recipient instItutions (17 in total) account for 27%
of the total nuiiber of grants made since the inception of the Division
and 40.0% of the total regular program appropriations. The largest
nunber of these institutions (five) are in Southeast Asia and Latin
Anerica. This probably reflects several factors:
- The relative enphasis placed on these regions in the past by HSD.
- HSD staffing patterns, as relate to regional office positions.
- The relative high quality of institutions in these regions.

This analysis also illustrates that there has been a concentration of
support for a relatively limited nunber of institutions, even though
the HSD has never explicitly adopted an institution strengthening
policy targeting specific institutions for coordinated support. In
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fact, an interesting dichotomy appears to exist. As per the detailed

listing of recipient institutions supported by HSD (copy available in

the division), a very large number' of institutions have received only

one grant, whereas the 17 institutions identified in Table 9 have each

received five or more grants. The enphasis on these 17 institutions

appears to be due to the relative degree of sophistication of these

institutions and other incidental factors, such as proximity to IDRC

regional offices, whereas the scatter nong many other institutions can

be attributed, at least in part, to the division's overall

responsiveness and a lack of coordinated approach to institution

support.

(d) Appropriations by region

It is somewhat difficult to discern trends in HSD appropriations by

region. As Table 10 illustrates, appropriations per region fluctuated

significantly in several regions during the 1971/76 and 1983/86

periods. Two points are nonetheless worth noting: first, the percentage

of appropriations in the LARO region has remained relatively constant;

second, combined appropriations to Africa (MERO, EARO and WARO) have

increased from 18.5% in 1971/76 to 24.2% in 1983/86. Trends are also

difficult to discern during the period 1983 to 1986 (Table 11) except

for an increase in appropriations In East Africa and decreases in Asia,

Latin Anerica and the Caribbean.
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TABLE 9

RECIPIENT INSTITUTIONS WITH
FIVE OR PURE 115 6RAIOS

Number
of Grants

$ Val ue
of Grants

Recipient Institution

Centro Nacional de la Faiiilia (CENFA) Chile 5 $976,905
Chulalongkorfl University - Thailand 6 360,682

Fundacion para la Educacion Superior (FES) 9 3,090,110

Co 1 am b i a
Kenya Medical Research Institute (KEMRI) 7 1,033,350
Mahidol University - Thailand 13 783,405
National Institute of Imunology - India 5 3,262,093

PAHO 10 1,555,899
Population Council 18 7,680,504

PATH/PIACT 14 1,920,762
Universidad de Chile including Instituto

de Nutricion y Technologia de los
9 898,125

Alimentos (INTA)
University of Alexandria - Egypt 9 972,845
University of Hong Kong 5 231,165

University of Malaya 13 3,572,535
University of Nairobi 11 908,095
University of the West Indies (UWI) 8 1,280,562

WHO 15 4,129,000
Yonsei University - Korea 9 561,339

Total for Recipient Institutions with
five+ grants

166 33,217,376

HSD Total to October, 1987 615 82,940,198

TOTAL FOR RECIPIENT INSTITUTIONS WITH FIVE+ 27.0% 40.0%

GIANTS AS A PERCENTAGE OF HSD TOTAL
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1971

Table 10

HEALTH SCIENCES DIVISION

APPROPRIATIONS BY AREA

1983 - 86- 76 1977 - 82
$ $ $

ASRO 1,650,202 11.3 5,380,864 20.1 8,896,751 22.6

SARO 4,354,517 29.7 2,921,585 10.9 3,854,479 9.8

LARO 4,288,825 29,3 6,729,078 25.1 11,883,408 30.2

MERO 641,282 4.4 1,539,800 5.7 1,868,805 4.7

EARO 415,492 2.8 1,636,160 6.1 5,612,865 14.3

WARO 1,650,403 11.3 856,335 3.2 2,061,145 5.2

HEAD/GLOBAL 1,651,336 11.2 7,721,810 28.9 5,186,162 13.2

TOTAL 14,652,057 100.0 26,785,632 100.0 39,365,615 100.0
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(e) Appropriations bycoxitry

While the analysis of the distribution of appropriations by region does
not provide much useful data, a sumary of appropriations by country
does reveal some interesting information. The Health Sciences Division
has funded 20 or more projects in seven countries (see Table 12).
Together these countries account for 31.2% of the total nuiiber of
grants made by HSD and 23.5% of the dollar value of grants made since
the inception of the Division. Four of these seven countries are in
Southeast Asia. Support to countries in this region has been

particularly strong because the Health Sciences Division has had a

permanent Regional Representative in ASRO since 1978 and also because
research institutions in these countries are relatively well
established.

At the opposite end of the scale, of the 72 developing countries having
received HSD grants to date, 25 countries have received three or less
grants. This also gives..,some indication of the degree of scatter in
HSD support (the so-called 'shot guns approach), which again can be
attributed to the Division's overall responsiveness and a lack of
coordinated country-level support, both at the division and Centre
level

In Table 13, we have grouped the countries in which HSD grants have
been maie into country categories used by the World Bank. It is very
interesting to note that the largest portion of HSD support (38.4% of
the total niinber of grants and 31. 7% of the total anount of
appropriations)' has been provided to countries in the "lower
middle-income" category. A considerably smaller ,ntnber of grants has
been made to the low income countries. This may reflect the relative
weakness of research institutions and the extent of practical
difficulties encountered in performing research In these countries.

In looking at Table 13, one also observes that HSD appears to have
provided a considerable degree of support to institutions in developed
countries. This is somewhat misleading, however, as explained in notes
3, 4 and 5 in the table.
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TABLE 12

COUNTRIES HAVING RECEIVED 20 OR )RE

Total 'ant

HS GRANTS

# of
Country Grants Amounts

INDIA 21 4,024,460

KOREA 23 1,730,184

MALAYSIA 25 3,340,810

KENYA 26 3,053,779

PHILIPPINES 27 2,075,051

INDONESIA 32 2,010,333

THAILAND 38 3,282,085

TOTAL FOR COUNTRIES 192 19,516,702
WITH 20+ GRANTS

HSD TOTAL 615 82,940,195

COUNTRIES WITH 20+ GRANTS 31.2% 23.5%

AS A PERCENTAGE OF HSD TOTAL
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TABLE 13

HSD GRANTS BY COUNTRY CATEGORY
1971 - 1987 (Note 1)

Number $ Value
of Grants of Grants

1. Low-Income Countries (LIC5) (Note 2)

Bangladesh 5 696,375
Burkina Faso 2 372,244
Burma 1 160,350
Central African Republic 1 87,860
China 6 837,280
Ethiopia 7 1,055,010
Gambia 1 54,850
Ghana 4 308,798
Haiti 4 589,115
India 21 4,024,460
Kenya 26 3,053,779
Malawi 1 28,900
Mali 6 1,080,047
r'bzaTlbique 1 52,550

pal 4 362,172
Pakistan 1 270,300
Senegal 4 426,510
Sierra Leone 5 693,525
Sri Lanka 12 1,679,749
Sudan 7 665,495
Tanzania 5 595,222
Togo 2 100,720
Uganda 4 420,980
Zaire 4 751,613
Zambia 6 868,018

Total Low-Income Countries 140 19,235,922
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TABLE 1 (Cont' d)

HSD 6RANTS BY COUNTRY CATEGORY
1971 - 1987

2. Lower Middle-Income Countries (LNICs)

Number
of Grants

$ Value
of Grants

(Note 2)

Bolivia 6 518,240
Botswana 5 595,450
Cameroon 2 252,385
Chile 19 2,740,549
Colombia 18 4,361,720
Costa Rica 5 1,109,640
Cuba 3 459,950
Dominica 2 149,566
Dominican Republic 4 334,890
Ecuador 6 582,630
Eg.pt 17 1,523,087
Guateiala 5 591,020
Guyana 1 275,500
Honduras 7 723,341
Indonesia 32 2,010,333
Janaica 8 1,191,022
Lebanon 1 31,000
Lesotho 1 217,000
LiberIa 2 177,820
Mauritius 1 28,965
brocco 1 72,100
NigerIa 6 273,105
Papua New Guinea 1 118,600
Paraguay 3 453,200
Peru 6 1,057,085
PhilippInes 27 2,075,051
SwazIland 1 90,200
ThaIland 38 3,282,085
Tunisia 4 310,930
Zimbabwe 4 647,275

Total Lower Middle-Income Countries 236 26,253,737
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TABLE 13 (Cont' d)

HSD GRANTS BY COUNTRY CATEGORY
1971 - 1987

$ Val tie

of Grants

3. Upper Middle-Income Countries (UMICs) -

Number
of Grants

(Note 2)

Algeria 1 118,500
Argentina 10 949,444
Brazil 13 1,410,140
Hong Kong 6 260,405
Iran 2 291,200
Israel 3 427,755
Korea 23 1,730,184
Malaysia 25 3,340,810
Mexico 19 1,530,940
Panai,a 4 386,930
Singapore 17 2,700,013
Trinidad & Tobago 5 990,590
Venezuela 2 54,900

Total 1per Middle-Income Countries 130 14,191,811

4. Other Countries

Belgiui 3 386,&9
Canada (Note 2) 42 4,649,505
Switzerland (Note 3) 16 4,139,000
tktlted Kingdom 3 159,300
USA (Note 4) 45 13,924,092

Total Other Countries 109 23,258,726

Total all Countries 615 82,940,198



TABLE 13 (Cont'd)

HSD GRANTS BY COUNTRY CATEGORY
1971 - 1987

Note 1: Includes grants from 1971 to October, 1987.

Note 2: For purposes of grouping countries, we have used the World Bank

classification system as per the World Bank's 1987 World

Deve1opient Report, pp. 202-203. This report groups countries

according to GP per capita, as follows:

LICs - 1985 GNP per capita less than $400 US

LMIC5 - 1985 GNP per capita between $400 - $1,600 US

1JICs - 1985 GNP per capita between $1,600 - $7,500 US
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Note 3:

Note 4:

Most projects in Canada are in fact the Centre-Administered

portion of research projects, often multi-country projects.

ktual Canadian projects include a series of activities with the

University of Waterloo in the preliminary stages of handpuiip

design, epidemiology training for Chinese researchers in Canada

and health research and management courses for developing-country
researchers given at tMaster University and the University of

Toronto.

Grants in Switzerland are HS grant.s made to WHO, i.e. primarily to

the WHO HLaTian Reproduction, Tropical Disease Research and

Di arrheal Diseases Control Programmes.

Note 5: Grants to the United States Include grants to the Population

Council, PATH, etc. In these instances, because the recipient

organization is In the United States, the grants are nominally

shown as US grants, but in most cases the funds were actually
provided for research to be performed in developing countries.

The $13,924,092 shown as US grants includes grants to the

Population Council relating to Norplant and the developient of an

Anti-Conceptive Vaccine, as well as grants to PAHO. In total , to

date the Division has invested $6.1 million in the developTient of

Norpi ant and $5.3 mill ion in the development of the vaccine.
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2. Project focus

A subject analysis of the research supported by the HSD indicates that,
until recently, most projects were unidimensional and problem (subject or
discipline) oriented. For the purposes of this review, each project was
assigned a set of 'thenes' to describe its principal focus. The Project
Information Systems (PINS) abstracts for each project was used to draw up a
list of 11 thenes:
1) Technology! intervention devel oprnent: devel opment of a technology

and/or intervention under controlled conditions.

Descriptive epideiiiology studies: studies that define prevailing
health status and health services in the field.

Clinical epideniologytrials.

Managerial aspects of HS interventions: actual means of managing a
situation--for exaiiple, how commu,ities collect and use water--or a
study that recommends how a situation can be better managed.

Socio-economic/cultural aspects: a study that exai'tines how these
paraiieters affect a health condition or the transfer/implenentation
of a technology or intervention.

Evaluation of interventions: field testing of a technology or
intervention (measuring its technological performance)

Enviromental assessment: study ofbaseline enviromental conditions
and/or changes that have taken place as a result of an intervention.

Health impact: the impact of the technology or intervenion on

health. This also covers studies exanining the impact of prevailing
conditions on health.
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ix) Research-building capacity: a project that aims, explicitly or

implicitly, to increase the ability of the research teat, or

institution to plan and carry out research.

Training: a project that gives individuals formal training.

xi) Other: a project that cannot be classified in the categories above.

A maiiber of each sector reviewed and assigned thees to each project.

Although the classification of project is subjective, particularly for
earlier projects that predate current staff, the PINS abstracts provided

enough information to classify most projects fairly accurately.

The nunber of thenes per project in each sector is presented in

Table 14. It is clear that, except for Tropical and Infectious Diseases,
the focus of projects has tended to broaden: the nunber of themes per
project has increased over time. This finding is corroborated by the data

presented in Table 15 which shows the total nunber of projects by nunber of
themes.

NUI'EER OF ThEES/PROJECT

TABLE 14

BY PERIOD AND SECTOR

71-76 77-82 83-86 AVERAGE

MCH/HSR 1.55 2.06 2.24 2.02

lID 2.11 2.11 2.02 2.07

WSS 1.21 1.94 2.73 2.21

OKET - 2.77 3.35 2.73

AVERAGE 1.37 2.07 2.40 2.28
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Table 15

TOTAL NUER OF PROJECTS BY PERIOD
ACCORDING TO NUNER OF ThEI(S

NUMBER OF THEMES
PER PROJECT FISCAL YEARS

71-76 77-82 83-86 T

1 45 62 67 174

2 27 73 75 175

3 7 32 41 80

4 1 22 47 70

80 189 230 499

While the nunber of unidimensional projects has increased since the
Centre's creation, the percentage of one-theme projects decreased from 56%
to 29%. In comparison, the percentage of projects covering three or more
themes increased from 10% to 38%.

The primary focus of projects also changed (Table 16) from period to
period. At 24%, themes 1 and 6--Technology/intervention development and
Evaluation of performance of the technology/intervention--for exanpie, are
cited most often for projects supported during 1971/76. Descriptive
epidemiology is the next most popular at 14% of the total, followed by
Managerial aspects of interventions at 9%. The projects tended to be highly
concentrated: the first three themes account for 62% of the total nunber of
themes assigned.

For the projects supported in 1977/82, Descriptive epidemiology is the
most frequently assigned theme at 18% (N=392), follovd by Technology
intervention/development at 16%, and Evaluation of the performance of the
technology/intervention, also at 16% of the total. These three themes
account for 50% of the total, a decrease from the previous period.



MCH/ HSR

I'D

wSs 1 1 1 1

2 4 4 4

3 9,5 9 7

OHET 1 - 6 2

2 - 2 7

3 - 7 6

DIVISION 1 1,6 (24%) 2 (18%) 6 (18%)
2 2 (14%) 1 (16%) 2 (16%)
3 4 ( 9%) 6 (16%) 4 (13%)

This data highlights the following trends:

1) The first and second ranked themes for the Tropical and Infectious

Diseases (TID) and the Water Supply and Sanitation (WSS) sectors

remained constant: Descriptive epidemiology and Evaluation of

performance of technology/intervention developuent for lID, and

Management aspects of interventions for WSS. In both cases, hover,
the share of these themes declined over the stixly period, from 65% to

51% for lID and 83% to 43% for WSS, indicating that the projects'
focus had broadened to mci ude other themes.

1 6 8 6

2 1 6 2

3 2 4 5

1 2 2 2

2 6 6 6

3 1 1 9
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For the 1983/86 period, the ordering of themes had again changed.

Evaluation of performance of the technology intervention now ranked first

at 18% of the total (N=553), follod by Descriptive epidemiology at 16%,

and Management aspects of interventions at 13%, for a total fo 47% of the

total nunber of classifications.

Table 16

ORDER OF 1HEMES
BY SECTOR AND FISCAL YEAR

THEE NO.
RANK 71-76 77-82 83-86
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For OHET, three themes were consistently ranked first (Descriptive
epideriology, Evaluation of perfornance of technology /intervention,
and Environmental assessment), although the order of ranking changed
during the t study periods for which data is available. The total
share of these themes decreased from 80% to 70% only, indicating that
the vast majority of projects in this sector still covered these

themes, although they increased in scope.

The order of themes changed markedly for the MCWHSR sector, although
Evaluation of performance of technology/intervention placed in the
top three during the three study periods. Projects in this sector
seem to have shifted emphasis from the development and field testing
of technologies and interventions to studies concerned with
socio-economic evaluations of interventions. The concentration of the
three highest ranking themes also declined from 66% to 57% between
the first and third study periods.

This analysis shows that HSD projects have broadened their focus over
time, and that the Division as a whole has shifted its focus from
technology/intervention development and Tield testing to an evaluation of
these technologies and interventions, the development of health profiles,
and the exaiination of the management aspects of interventions.

To suniiarize, a concerted effort has been made to support projects with
broader franes of reference. The tendency, however, is to support single
subject (although perhaps multiple theme) projects as one-time events with
research groups that often do not receive subsequent research grants.
There are many reasons why these groups may not submit further research
proposals, but the fact remains that many of the projects supported by the
HSD are one-shot affairs. Because development is a long-term process, this
tendency may Impede the build up of a critical mass of research resources
needed to bring about real Improvements in the health and well-being of
comunities.
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B. Assessment of available resources

The major resources available to the Health Sciences Division in

carrying out its mandate are the budget and staff (i.e. person-years).

1. Budget

A siziunary of the overall HSD budget since the Inception of the
Division, broken down into regular program, cooperative program, DAP,

technical support and division managenent components, is provided in Table

17. This table illustrates that HSD's combined program budget (regular

programs and COOP) has grown rapidly since the 1980 fiscal sear. However,

during this same period, technical support and division managenent combined

appropriations, as a percentage of the total program budget, have decreased

from 24.8% to 21.6%. It is also interesting to note that the total HS

budget, as a percentage of the total Centre budget, decreased considerably

in 1976 with the transfer of the Denography and Population program to the

Social Sciences Division. The HS share of the total Centre budget then

renamed at this lower lev& for nine years and began to gradually

increase, at the Board's encouragenent, in 1985.

For information purposes, an inflation-adjusted table of the HSD budget

components has also been provided (Table 18). It shows that although there

appears, in nominal dollars, to have been a considerable increase in the

regular programs budget, in "real" dollars, 1987 regular program

appropriations are at approximately the same level as 1975.
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As far as HSD's budget for the next four wars is concerned, in
conjunction with the preparation of PPR IX, HSD was requested to suiit

first order and second order budget estimates for the 1988/89 - 1991/92

period. In these estimates, first order figures for 1988/89 were

calcul ated as being the previous sear's budget less 10%: these figures

were then increased by 5% for each following year. Second order figures

were calcul ated as being equal to the first order estimates plus 20%

(Tables 19 and 20).

Table 19

(1) 1987/88 Budget = 1986/87 Budget less 10%. Budget is increased by 5% in
each following sear.

HEALTH SCIENCES

A) First order botmdarles

DIVISION PROJECTIONS 1987/88
SO®

(1)

1987/88 1988/89 1989/90

- 1991/92

1990/91 1991/92

Regular Program 10,070 10,550 11,075 11,600 12,200

Cooperative
Program 905 975 1,000 1,100 1,150

DA Ps

Regular 500 525 570 590 600

Coop 50 50 60 60 70

Technical Support 1,842 1,934 2,030 2,130 2,240

Division ManageBent 555 583 610 645 675

TOTAL 13,922 14,617 15,345 16,125 16,935



(1) First order boundaries + 20% (in total)

Table 21 presents a "best guess" of funds available through to

1991/92. This "best guess" is based on the following premises:

The 1987/88 regular program budget allocated to HSD by President's

Committee was originally $12.437 million, an amount exceeding the

division's second order boundary. However, this was based on an

overall grant reference level of $108.1 million. We subsequently

learned that the overall grant level for 1987/88 will be $105.9

million. The HSD regular program budget for 1987/88 was consequently

reduced by $185,000 to $12,252 million.

The last figures obtained from Treasury Board showed that the IDRC

grant would increase by almost 8% in 1988/89 and by 7% in the

following year. In light of the recent scale-back in the Centre's
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HEALTH SCIENCES DIVISION PROJECTIONS 1987/88
$000

Second order boundaries (1)

- 1991/92

Table 20

1987/88 1988/89 1989/90 1990/91 1991/92

Regular Program 12,000 12,625 13,200 13,900 14,690

Cooperative
Program 1.180 1,235 1,360 1,430 1,500

DAPs
Regular 590 600 620 630 650

Coop 60 60 60 60 70

Technical Support 2,255 2,320 2,435 2,555 2,600

Division Management 620 700 735 770 800

TOTAL 16,705 17,540 18,410 19,345 20,310



*

projected 1987/88 grant increase and generally tight budget

constraints, we based our °best guess" projeôtions on an overall 4%
per annum increase in the Centre' s grant subsequent to 1988/89.

The "best guess" figures fall roughly near the second order boundary
estimates originally calculated in 1986 for PPR VIII. It is interesting to
note that although the HSD overall budget will increase by a nominal 22.4%
over this period, assi.riing a 4% rate of inflation, the real rate of growth
will be approximately 5.4%. This should result in a slight increase in the
HS share of the total Centre budget. As per the indicative planning
figures provided in PPR IX*, the HS share of the Centre's total program

budget (excluding DPs and the Centre reserve) should increase from 15.6%
in 1987/88 to 16.0% in 1991/92.

A breakdown of the projected HSD program budget by program for the
period 1987/88 to 1991/92 is provided in Table on page in Chapter VI
of this docinent.

Table 21

HEALTH SCIENCES DIVISION PRO1ICTIONS l9878 - 1991/92

Page 69

$000

Best Estimate

1987/88 1988/89 1989/90 1990/91 1991/92

Regular Program 12,252 13,463 14,000 14,560 15,140

Cooperative
Program 1.150 1,200 1,250 1,300 1,350

DA Ps

Reg ul ar 570 570 590 615 640
Coop 60 60 60 65 70

Technical Support 2,057 2,066 2,150 2,235 2,325

Division Manageent 710 924 960 1,000 1,040

TOTAL 16,799 18,283 19,010 19,775 20,565

PPR IX, p. 40
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2. Person years

The nixnber of person-years available to HSD in relation to the prograi
budget (one indicator of workload) is depicted in Table 22. As can be seen

from this table, appropriations per person-year have increased continuously
since the inception of the Division until now and will continue to increase
at a rapid rate until 1991, asstxning a continuing freeze on person-years.
This table also shows what the appropriations per person-year uld be
during the next four wars If additional person-years that will be

requested by HSD are approved. In the event that these additional
person-years are approved, appropriations per person-year should eventually
level off by 1989.

As part of the 1987/88 PWB submission, HSD requested t person-years

(PYs): a MERO Regional Representative and an Operations Assistant. Both

re denied and the Division has reapplied for the MERO position and a

Research Assistant position in its 1988/89 PWB subission. Given the
overall staffing freeze in the Centre, it is felt that the division is not
likely to be given many new PYs over the next five years. Table 23 shows

the actual nunber of HSD positions and the desired nuiiber of positions for
the next few years. Espite the anticipated Centre-wide restrictions on
PYs, we hope that a limited nunber of additional professional PYs will be
made available to the division in the near future to better cope with the
increasing rkload, as evidenced by the increasing level of progran
appropriations. A breakdown of the desired staffing levels, by progran and
regional office, is provided In Table on p in Chapter VI of this
doctnent.
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Table 23

HEALTH SCIENCES DIVISION DESIRED STAFFING LEVELS
1981/88 - 1991/1992

1987/88 (A) 1988/89 1989/90 1990/91 1991/92

Division Management

Executive and
Prof essi onal 4 4 4 4

Support 7 7 7 7 7

Technical Support

Professional

Ottawa 12 12 12 12 12

Regional Offices(B) 6 7 8 10 11

Support (C) 6 6 9 10 12

TOTAL 35 36 40 43 46

1987/88 actual.

Assumes one Regional Representative per regional office in 1988/89.
All subsequent new professional staff positions would be in regional
offices.

Includes secretarial., program-related operations and research
assistant support, but does not include R.O. support staff assigned to
HSD professional staff in the regional offices.
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V. OPERATIONAL AND STRATEGIC ISSUES

The previous sections have reviewed the Health Sciences DiviSion's

program and resources, in light of changes occurring in the Division and in

IDRC's policy and programming. An attempt was also made to identify

priority health research needs in developing countries. Taken together,

this information provides a basis from which to assess and, if necessary,

reconstruct HSD's program and operational structure. This chapter

highlights some issues that need to be considered in planning the content

of the Division's program and its complementary organization.

Responsiveness and the Mhands_onw approach

The Centre's responsiveness is its most important feature. It must

continue to influence the divisional programs and govern how research

proposals are developed. This assumes that the research proposals

submitted to IDRC for funding reflect priority concerns in developing

countries. In theory, this mode of operation assumes that IDRC staff do

not control the content and execution of projects, but, rather, play a

supportive role. In actual fact, this assumption is not always valid. How

proactive should the Centre become in influencing the nature and direction

of research proposals? How much should staff become involved in project

development? Centre staff must decide if the proposal addresses a local

priority, is relevant to the Division's objectives, of high quality, and

can be carried out by the research group. The principal investigator must

direct the development and conduct of the research project, however.

Insistence on these criteria Is one of the features which sets the Centre

apart. In applying these criteria, IDRC uses a "hands-on" approach with

researchers in project development. This carries the danger that the

researcher will respond to IDRC rather than vice-versa. The close working

relationships between IDRC staff and researchers appears to be effective,

if labour-intensive.

Capacity building

Another important issue is the role IDRC projects play in building

research capacity. On many occasions IDRC program officers are called
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on to assist meiibers of the research project team increase their project

managerient skills. This is time-consuming but important in helping

researchers in LDCs address major health research issues.

Project size

The Centre is as willing to develop small projects as large ones,

realizing that their pa.ff may be equal. When dealing with research

capacity-building, a small project is usually a first step. Using the

"hands-on" approach, however, it takes staff as long to develop suall

projects as large ones: available staff time therefore becomes a major

constraint.

Relevance to beneficiaries

The relevance of research efforts also influences the nature of a

divisional progran. This not only refers to the "marketability" of project

output (iether tangible products or strategies for service development and

delivery), but, more importantly, the relevance of the research to meeting

basic human needs. PPR VII highlights this concern. It states: "Relative

enphasis should be given to research, research-supporting and experimental

development activities that have direct relevance to basic human needs".

This central tenet of IDRC philosophy must be reflected in the Health

Sciences Division's program.

Professional staff

The Centre's comparative advantage depends to a large extent on the

expertise of HS professional staff. With the wide focus of the Centre's

overall program, this broad range of "in-house" expertise permits a

significant degree of flexibility in considering non-conventional problams

or themes. The Health Sciences Division's organization and staff should

reflect this.
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Evaluation

The Division should be more involved in evaluating the output and

impact of its projects on the beneficiaries, on national health policies
and programs, and on the development process. It could thus ensure that
its program remains responsive to the most urgent health research needs.
The present system of looking at numbers of projects and appropriations
levels, as embodied in the PWB and other Centre dociinénts, is inadequate
for this task. An analysis that summarizes data from all Project Completion
Reports (PCRs) written since the inception of the Division has been
prepared, but the information obtained from this analysis is also not
particularly useful In evaluating impact and program planning. A copy of
this analysis is available In HSD, if of interest. An alternative means of
measuring performance, output, and impact must be found if the Division is
to meet Centreobjectives.

Program strategy

The review of the Health Sciences Divisions current program highlights
several weaknesses and strengths, which should assist in reorganizing the
Division and its program.

The geographic spread of HSD projects has been wide but thin (see p. 53
in Chapter IV). Projects have been approved in almost every LDC (with
significant exceptions in the MERO and WARO regions. Moreover, only

13% of research institutions supported have received more than one
grant. If the Division is to focus a significant portion of its
resources on Improving the capacity of Indigenous researchers to
develop, implement and manage research projects, a coniiithient must be
m&le to support research at specific institutes or organizations over
an extended period. One-shot projects do not necessarily strengthen
research capabilities enough to ensure subsequent self-reliance.

Most research projects approved have focused on narrow, unrelated,
disciplinary areas. This has prevented us from learning by

experience. A theme or cluster approach could more effectively respond
to the emerging holistic perception of development. A division-wide
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theme, for example, might be the role of health education in changing
health-related behaviour. This would include evaluating the strategies
used to design and deliver health education programs. Projects
encompassing the same thene might be supported in several developing
countries, creating a network through which researchers could discuss
their experiences. The Division has substantial experience in the

"network" approach.

Although the Division supports coniiunity-based projects, the question
arises as to whether a significant portion of our resources should be
devoted to "community-driven" research. The research strategies and
methodologies used are critical factors. They range from

"conrunity-extractive" methods, whereby the community mambers are

passive subjects, to community-interactive methods, whereby the
community meiibers are involved in planning and executing the project,
to community-generated and executed projects. The methodology used

depends on the problen to be studied. Projects supported by the HSD

must focus on priority health research issues, actively involve
community meiibers wherever possible, and benefit disadvantaged people.

Given the resources available, the present division objective is very
broad. A narrower focus would perhaps be desirable, such as on

diseases or conditions. This would entail supporting a research topic
from the design of the Intervention to field-testing, modification,
evaluation, and application. Most health research funding agencies
follow this policy. In spite of Its obvious appeal, It Is a "top-down"
concept. Meover, very few, If any, topic-related health

Interventions are effective in the field if they neglect other

factors. This has been clearly Illustrated by the WHO smallpox

eradication program, the expanded program of Imunization, the
onchocerciasis control program, and so on. Effective technologies do
exist, but their existence does not guarantee better health for the
poor.

The issue of longer term support for a research concept should receive
serious consideration. The Division has stimulated and supported many
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research netrks but these are usually horizontal. If the Division is
to follow a priority research probleii from identification to
application of results, it should narrow the scope of its prograri.

The central concept underlying the divisional progran is the need to
address priority health research issues from a broad, multidisciplinary
perspective. The Division must support the developnent of technologies
and strategies to improve health and ll-being, as ll as research
which addresses the critical factors affecting their success or failure
in the corT!nulity.
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